Introduction
A leaking thoracic aneurysm typically presents with chest pain, widening of the mediastinum on chest X-ray and a left haemothorax. In this report we present a thoraco-abdominal aneurysm which leaked from the abdominal portion but which presented with a massive left haemothorax leading to inappropriate surgery.
Case report
A 78 year old man presented with a 24-hour history of left hypochondrial, left chest and high central back pain of sudden onset. Ten years previously he had undergone elective replacement of an infrarenal abdominal aortic aneurysm with a dacron graft. At this time the suprarenal aorta appeared not to be dilated and a chest X-ray was reported as normal. He remained well from the time of operation until the present admission.
On examination at the time of admission he was in pain, pale and clammy, pulse rate 90/min, blood pressure 210/110 mmHg. A brief period of hypotension prior to transfer had responded to infusion of 2 litres of colloid solution. There were the physical signs of a left pleural effusion, mild left upper abdominal tenderness and the abdominal aorta was palpable.
Chest X-ray revealed a widened thoracic aorta with a large left pleural effusion. A previous film taken 12 hours earlier at the referring hospital did not show the effusion. Abdominal ultrasound demonstrated an aneurysmal upper abdominal aorta tapering to a normal calibre at the level of the previous graft. A computed tomographic (CT) scan performed with intra-arterial contrast showed the aorta to be dilated from the level ofthe carina to the origin ofthe renal vessels. There was a suspicion of a leak of contrast at the level of T6. The pleural effusion was again noted (Figure 1 ). An aortogram failed to demonstrate the leak.
The aorta was explored through the left chest which was found to contain a large quantity of fresh blood clot. The aorta was aneurysmal and there was extensive haematoma within the mediastinum. The aorta was mobilized proximally and one end of a 'Gott' shunt inserted. This is a polyvinyl tube, tapered at each end, which has heparin bonded into the wall. It allows a bypass of the affected aorta without systemic heparinisation.' At this point there was evidence of a sudden loss of circulating volume although only a relatively small quantity ofblood was seen in the chest. Attempts at resuscitation were unsuccessful and the patient died.
A post-mortem examination was performed which demonstrated an aneurysmal aorta from the origin of the left subclavian artery to the previous graft in the abdomen. There was free blood within the abdominal cavity and a large tear immediately above the origin of the previous graft. It was clear that this was the site of bleeding. A haematoma within the upper retroperitoneum extended into the mediastinum. an aneurysm. Crawford 
